Great progress has been made in recent years in the surgical treatment of syphilitic and arteriosclerotic aneurysms as well as other lesions of the aorta (1, 2) , but very little advance has been made in the treatment of dissecting aneurysms. We have been led to hope that the time has arrived to suggest that surgical techniques be developed to treat this disease. Such techniques are probably doomed to failure, however, unless based on a knowledge of the pathogenesis of dissecting aneurysms.
A dissecting aneurysm is a lesion characterized by a hematoma which dissects the medial coats of the aorta. Frequently there is a rupture of the intima. Previously it was believed that the intimal rupture was the primary event in the pathogenesis of this disease. It is now known that intimal rupture is unnecessary in the production of dissecting aneurysms but that it may be a complicating factor (3) .
Further evidence of this fact was substantiated by our attempts to produce dissecting aneurysms in rabbits and in ten dogs by incising the intima and media and separating these layers from the adventitia for a short distance. These attempts were unsuccessful and we were unable to produce a dissecting aneurysm. Both the incised intima and the space created between the media and adventitia filled with blood which clotted and organized.
These aneurysms result from medial hemorrhage due to ruptured vasa vasora. The cause of rupture of the vasa vasorum is not clearly understood but cystic medial degeneration and other processes producing ischemia have been implicated (4, 5, 6) . The hemorrhage which occurs causes pressure on the overlying intimal layer, weakening it to such an extent that it finally tears. This tear is usually transverse, clear cut, in the ascending aorta and not associated with a sclerotic plaque (7) (Fig. 1) . Aortic blood now enters this rent in the intima causing further extension of the dissection. The dissecting hematoma may extend toward the heart or away from it or in both directions (Fig. 2) . With extension distally the extravasating blood often involves many of the aortic branches, producing ischemia or infarction of the area supplied.
Clinical manifestations of this disease are protean and depend upon the extent of the dissection and the aortic branches involved. They have been discussed previously (8, 9, 10) (Fig. 3, A) . This (Fig. 4) making a stab wound through the portion of the abdominal aorta where thes dissection has not occurred, and extend the knife through the aortic lumen and opposite intima and inner two-thirds of the media so that the end of the blade is in the lower edge of the dissecting hematoma (Fig. 3, B) . We are not sure this will succeed but we do know that patients who survive an acute dissecting aneurysm often do so because the blood has re-entered the aortic lumen by intimal rupture. Such an incision is a simple procedure and should not take more than a few minutes. If such a procedure were carried out and were successful the prognosis would not be good, since it is known that patients whose dissecting hematoma has ruptured into the aorta, have had a subsequent external rupture from two weeks to two years after the first onset of symptoms (6) 
